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patient transport (Seidel and Henderson, 1991). The committee believes that the merits of this type of service should be investigated. It might give hospitals some of the same benefits in ease of system access that 9-1-1 systems provide to the public. By simplifying the process of arranging patient transfers, such a service might also save time that the medical staff of a local hospital could use more appropriately to care for seriously ill or injured patients. Further, centralized access to regional information on the availability of PICU beds and other services might make more efficient use of regional hospital facilities.
A lengthy list of implementation issues would have to be considered: Would such a system be organized and operated by state or local governments? Would regional referral centers establish voluntary networks? Can effective plans for patient referral be made when multiple centers are competing for business in the same geographic area? Are there situations in which facilities should, or should not, be bypassed? How would a system be financed? Who would have access to the system? Would the system handle patients of all ages? Would an interstate system be possible? Is such a service cost-effective? Given the diversity of local and regional needs and resources, no one answer to such questions is likely to be appropriate everywhere. Nevertheless, the committee believes that the experience of existing systems should be examined and their appropriateness in other parts of the country considered.
FOLLOW-UP:  ENHANCING CONTINUITY OF CARE
An EMS-C system has within its scope services that reach from prevention to acute care and on to rehabilitation. This span is intended to ensure that the most seriously ill and injured children receive the full range of services needed to produce the best possible outcome. Because it focuses on providing speedy care for unanticipated problems, however, such a system is not designed to facilitate the continuity of care between patients and providers that is available in a well-functioning primary care setting. In fact, a successful outcome from emergency care may depend on ensuring that children reach those settings where longer-term care is available and that primary care providers participate in managing that care.7
Because emergency care, especially for children, should not be provided in isolation from a patient's overall health care needs, an emergency care system must emphasi'/.e to its providers the importance of follow-up care. ACEP (1991) guidelines for emergency care establish a minimum level of responsibility. They call for identification of specific physicians who will accept responsibility for additional inpatient or outpatient care once patients are discharged from the ED. The interhospital transfers discussed above create special follow-up obligations for both hospitals in-ntainous states of the West. Localities will of necessity continue to adapt various methods—such as microwave linkages, re-r too rigidly enforced.d protocols will be true for those problems and settings.
